ABSTRACT Three hundred and fourteen cases of peripheral lung tumours managed surgically over a 15-year period have been analysed to re-examine the effect of tumour size on the probability of survival up to five years after operation. Freise et al5 found a similarly gloomy outlook but argued for operation on the large tumours on the grounds that it gave the only chance of "cure"
The length of survival in lung cancer is inversely related to the size of the primary tumour and this relationship is similar in operated and non-operated groups.' Surgical series report extremely poor results in large tumours. Wellons et at2 had no survivors when the primary tumour was greater than 5 cm in diameter. Yashar and Yashar3 reported a similar size relationship and found no five-year survivors among those with large tumours (greater than 7 0 cm in their series). More recently Soorae and Abbey Smith4 found no 10-year survivors in a retrospective series of carcinomas greater than 7 cm in diameter; subsequently they studied 295 patients prospectively. The inverse relationship between size of the primary and survival was very clear and only 4.5% of patients with tumours greater than 7 cm were alive at two years.
Freise et al5 found a similarly gloomy outlook but argued for operation on the large tumours on the grounds that it gave the only chance of "cure"
and that resection of a large primary may prevent troublesome complications.
The place of surgery in the management of lung cancer is being seriously questioned and the trend is towards more critical selection of patients and an overall reduction in the operation rate. The implication of the papers cited is that large size of the tumour is one of the factors which may sway the decision against operation. However 1 Those that are large because they are fastgrowing, aggressive tumours with relatively short doubling times. These are rapidly lethal whatever is done and they influence the first part of the survival plot, before one year. 2 Those that become large because they are less likely to metastasise and whose existence is compatible with continuing survival of the patient. After resection they might be expected to do well because any residual tumour, local or distant, will also be slow-growing. These dominate the later part of the survival plot.
These results re-emphasise the fallacy of regarding tumour growth as following a particular time course and therefore of regarding a radiographic measurement as telling us the point a particular tumour has reached in its life history. The large variation in growth rates7 8 
